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ommendations were instituted, including the following: (1). Outbreak con-
trol plans including isolation precautions and recommended treatment to
residents, staff and visitors. (2). Meet with key staff to coordinate control
measures. (3). Evaluate patients on affected units and immediately place
patients with suspected scabies in contact isolation. (4). Prepare a line
listing of symptomatic patients and health care workers and a separate
line listing of their contacts. (5). Provide training to all staff on the signs
and symptoms of scabies. (6). Perform environmental cleaning of affected
units. (7). Evaluate effectiveness of control measures at least every 2-3
days.
Results: During the ensuing 14 weeks, observe for any further presence of
scabies so that any possible cases can be dealt with promptly. The outbreak
was considered under control and no new cases occurred.
Conclusions: Scabies is especially common among elderly patients living in
long-term care facilities. Institutional scabies outbreaks may lead to adverse
public perception of the establishment and panic among the residents’ fam-
ily member, what is more, they cause a media frenzy and elicit fear of infec-
tion in medical personnel. When the patients with scabies are admitted to
long-term care facilities, failure to diagnose this condition may give rise to
a massive epidemic. Due to its atypical clinical presentation as well as diffi-
culties associated with its management it poses a number of challenges both
from a therapeutic aspect as well as from public health perspective.PS 2-384
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Purpose: From 2014 June 20, several residents from a nursing home had
vomiting and diarrhea symptoms, and need to be admitted to hospital for
further care. Because of persisted new cases occurred, so infection control
department was asked to investigate and intervention for stopping outbreak.
Methods: By direct observation the whole process of care and feeding, then
thorough investigation and group discussion to find out the possible outbreak
reason.
Results: During outbreak, there had totally 26 residents was diagnosed as
acute gastroenteritis, and 8 of them had specimens for analysis; 4 was iden-
tified norovirus infection from stool.
We found the main problems were 1. The care-giver did not wash their hands
before prepare tube feeding; 2. The container for tube feeding did not
separated for each one; 3. The container was not totally dried after
cleaning.
After intervention, we cohort those residents with symptom, setup the
protocol for patient care, including contact isolation, restrict hand washing,
and correct environment cleaning method. The feeding container was
marked for personal use and was dried thoroughly by using new drying
machine
Conclusions: After above intervention, there was no new case found after 5
days since first case reported, we declared the outbreak was ended after 2
weeks. Setup and compliance well to patient-care and tube-feeding protocol
are important for nursing home to prevent diarrhea disease outbreak.PS 2-385
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Purpose: In recent years, Enterococci have been an important, antibiotics
resistant, and fast spreading pathogen in healthcare-associated infections,
and usually caused outbreak in severe circumstances. In May 2014, there
were increased Vancomycin Resistant Enterococcus (VRE) cases by routine
monitoring in an adult ICU of this institute.
Methods: The isolates from the patients and 20 environmental samples were
cultured. There were five strains isolated from patients and another five
strains isolated from environment, identified as Vancomycin resistant E.faecium, and which were subjected to molecular typing by Random Ampli-
fied Polymorphic DNA (RAPD) method with capillary electrophoresis system.
Results: Based on the results of RAPD analysis, there were two E. faecium
strains isolated from patients and two environmental strains sharing the
same RAPD pattern, and the positions of the environment were located in
the touch panel of dialysis machine and the handle of nursing cart. The pa-
tients were cared by the same group of nursing workers, so it could not
exclude that unsuitably implementation of infection control protocol result-
ing in interactive infections. After the dedicated education and stringent
regulation for healthcare workers, there is no any new healthcare-associ-
ated infection VRE been reported for the following five months.
Conclusions: It may be due to busy work of healthcare workers or working
with shortcuts led to incompletely implementation of infection control pro-
cedures. The defect of environmental cleaning process and improper man-
agement of cleaning equipments caused the differences of cleaning
quality by cleaners. Bacteria can be easily transmitted by the hands of
healthcare workers, so hand hygiene is the most simple and effective way
to prevent healthcare associated infection, especially in ICUs. Improvement
of hand hygiene adherence among healthcare workers, positive attitudes for
hand hygiene, and knowledge for infection control were the important fac-
tors for preventing the healthcare associated infection.PS 2-386
INVESTIGATION OF KLEB. PNEUMONIAE-MHT (+) OUTBREAK IN CEREBRAL
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Purpose: A Cerebral Vascular Accident and Neurological intensive care cen-
terat a Regional Teaching Hospital in Taiwan,found three cases of Kleb.p-
neumoniae-MHT (+) colonization / infection in 2014 from June to
November, The epidemiological analysis found that increasing the number
of cases and correlated, Intervention investigations and monitoring of envi-
ronmental sampling and screening initiative, To discover the source of infec-
tion of relevance and prevent the spread of drug-resistant strains as soon as
possible.
Methods: The field observations have found the problem, 1.Secretions of
stained clothing will throw to the ground, could easily lead to contamination
of the ground, indirectly caused when packaged and transported to other
environmental contamination. 2. the cleaner finishing process for garbage
collection per room and then unified package, and the garbage collection
process in each ward does not implement hand hygiene. Therefore intervene
environmental sampling, active screening and to develop education and
training, and reiterated really strict implementation of infection control
measures.
Results: As of June 2014 no new cases, the sampling of environment, and
sampling and patient screening have no detected Kleb.pneumoniae-MHT
(+), shows no contamination of environmental.
Conclusions: Although this event was not found positive strains in the envi-
ronment, health care personnel and patients. But for whatever reason, did
perform "hand hygiene" and "infection control measures." And to keep
track, May reduce the risk of sudden outbreaks of nosocomial occurrence
group is also the key to controlling the spread of the epidemic. Therefore,
in addition to contact isolation measures, Recommends screening for high-
risk units by way of early detection of Kleb.pneumoniae-MHT (+) cases as
soon as possible and to take of infection control measures, In order to
reduce the risk of patient infection and increase the effectiveness of infec-
tion control measures.PS 2-387
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Purpose: Needle-free devices have been introduced into clinical practice to
minimize the risk of needle stick injury. However, the potential for microbial
contamination of these devices and subsequent infection risk is still widely
